
Lesson of the week
Ulcerative proctitis in men who have sex with men: an
emerging outbreak
Deborah Williams, Duncan Churchill

Lymphogranuloma venereum (LGV) is a sexually
transmitted infection that is caused by Chlamydia
trachomatis types L1, L2, and L3.1 Although endemic in
some tropical countries, lymphogranuloma venereum
is usually uncommon in the United Kingdom.1 The
classical presentation of LGV is with genital ulceration
(which may be asymptomatic or transient) and
associated painful inguinal lymphadenopathy (or
bubo), but it may also present with proctitis, extra-
genital lymphadenopathy, and systemic symptoms,
including fever.1 Response to treatment of early
infection is usually excellent. Untreated infection, how-
ever, can result in lymphatic obstruction and fibrosis,
leading to genital elephantiasis, or, if involving the rec-
tum, the formation of strictures and fistulas.

In January 2004, genitourinary doctors in Europe
were alerted to the existence of a cluster of cases of
lymphogranuloma venereum presenting as a rectal
syndrome in men who have sex with men with HIV
infection.2 We describe three cases of LGV for which
diagnosis was considerably delayed because the possi-
bility of this infection was not considered.

Case reports
Case 1
A 33 year old HIV positive man who has sex with men
presented to his general practitioner in May 2003 with
a short history of perianal pain accompanied by
discomfort on sitting. His HIV disease was well
controlled with antiretroviral therapy, and his CD4
lymphocyte count was 799 × 109/l. His symptoms per-
sisted and he developed rectal bleeding accompanied
by the passage of mucus, with alternating diarrhoea
and constipation and lower abdominal discomfort. We
referred him for investigation, and he had colonoscopy
and biopsy, which showed an ulcerative proctitis with a
fibrotic stricture 7 cm from the anal margin (figure).
The histology of the biopsies was consistent with active
ulcerative colitis, and he was treated with oral
prednisolone and mesalazine. His symptoms failed to
resolve: he developed constant overflow diarrhoea and
faecal incontinence. He was examined under anaes-
thesia with repeat biopsies. Analysis of a rectal biopsy
using a nucleic acid amplification test showed evidence
of Chlamydia infection. The possible importance of this
was not recognised. Surgical excision of the rectal stric-
ture was planned, but in January 2005 we considered
the possibility of LGV. Serology for Chlamydia using a
whole inclusion immunofluorescence assay showed a
titre of 1: > 4000 for antibody to C trachomatis serovar
L2, and a complement fixation test for psittacosis/
LGV showed a titre of 1:512, supporting the clinical
diagnosis of LGV. We treated the man with 100 mg of
doxycycline twice daily for six weeks, with some
improvement in his tenesmus, rectal bleeding, and the
passage of mucus. He is still likely to need surgical
management of his rectal stricture.

Case 2
A 39 year old man who has sex with men and was HIV
positive with a CD4 lymphocyte count of 492 × 109/l
on no antiretroviral treatment presented to his general
practitioner in October 2004 with diarrhoea followed
by increasing constipation, faecal incontinence, and
severe rectal pain. He also complained of the passage
of blood and mucus from his rectum. His doctor
referred him to hospital for further investigation. He
had been diagnosed as having hepatitis C in April
2004. At colonoscopy, he had extensive rectal
ulceration. Biopsies showed severe non-specific inflam-
mation. He was referred to the genitourinary medicine
clinic for screening for sexually transmitted causes of
his symptoms. A rectal swab was positive for Chlamydia,
which was confirmed as LGV. His symptoms improved
rapidly with doxycycline 100 mg twice daily for three
weeks.

Case 3
A 37 year old man who has sex with men was seen by
his general practitioner in August 2004. The patient
had a history of diarrhoea one month before that date,
but it had settled spontaneously. He had then
developed increasing constipation with pain on
defecation, associated with the passage of blood and
mucus, and ribbon-like stools. He was referred for
investigation and had a technically unsuccessful colon-
oscopy. In December 2004 he tested positive for HIV
antibody at his general practitioner’s surgery, as part of
an insurance medical examination. While he was wait-
ing for a repeat colonoscopy, he was admitted to
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hospital for drainage of a perianal abscess. At his first
HIV outpatient visit he had a CD4 lymphocyte count
of 1006 × 109/l. In view of his continuing rectal symp-
toms, the possibility of LGV was considered. A rectal
swab was positive for Chlamydia, which was confirmed
as LGV. We treated him with 100 mg of doxycycline
twice daily for three weeks, and his symptoms resolved.

Discussion
In December 2003, a cluster of cases of LGV present-
ing with anorectal symptoms only, in men who have
sex with men, was reported in Rotterdam, and
subsequently cases have been reported in Paris,
Antwerp, Stockholm, and Hamburg. Although no
cases had been reported in the UK by October 2004,
the Health Protection Agency set up increased surveil-
lance for LGV.3 By 1 November 2005, 245 cases of
LGV in men who have sex with men had been
reported to the agency; eight of these were in patients
who had presented before October 2004, and the diag-
nosis was made retrospectively on stored samples
(Iona Martin, personal communication, 2005). Of cases
reported to date in Europe, most have been in HIV
positive men who have sex with men. Concomitant
sexually transmitted infections were common, and a
number of patients were found to have seroconverted
recently for hepatitis C and HIV. Diagnostic delay was
also common, as seen in all of the cases that we report
here, as many doctors may be unfamiliar with the con-
dition. Untreated LGV can cause severe pathology.1 In
addition, ulcerative sexually transmitted diseases
increase the transmission of HIV.4 For these reasons it
is important that the diagnosis of LGV is considered in
men presenting with anorectal symptoms; the symp-
toms of infection may be relatively minor in early
infection. The diagnosis can be made by taking a rectal
swab for Chlamydia, which should be processed using a

nucleic acid amplification test. Positive samples can be
confirmed using molecular techniques, by referring
the sample to the Health Protection Agency.5 Serology
for Chlamydia may also be of value, although it is less
specific.1 Treatment with 100 mg of oral doxycycline
twice daily for three weeks is effective.6 Infection with
LGV has spread rapidly throughout Europe in the past
18 months,7 and increasing numbers of cases are likely
to be seen in the UK. Awareness of this unusual infec-
tion among those to whom it is likely to present—that
is, general practitioners, gastroenterologists, general
physicians, and surgeons—is essential if patients are to
be correctly diagnosed. Patients with confirmed or sus-
pected LGV should be referred to genitourinary medi-
cine clinics for management, including partner
notification, and for screening for other sexually trans-
mitted infections, particularly HIV, hepatitis C, and
syphilis.
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A valuable lesson

In a previous job I took on the thankless task of
making the work rota. At the start I realised that when
any of the middle grade doctors were on officially
sanctioned study leave or annual leave, colleagues
would assume that they had just decided to take a day
off. On returning to work, these blameless individuals
would often be greeted with “Oh, where have you
been? None of us knew where you were.”

This could be very upsetting and seemed totally
unacceptable to me. I realised there was no column to
mark study or annual leave in the rota, and so I asked
the secretaries to add such a column in future. It was
my understanding that everyone (doctors, secretaries,
outpatient manager, and all relevant departments) got
a copy of the rota, and so they would now know when
doctors were on official leave.

About two months later, I was due to take some
study leave and, at the last moment, learnt that, despite
advance notice, my clinic had not been cancelled.
When I asked the outpatient manager (who had a copy
of the rota under the glass top on her table) why this
was so, she said, “Yes, I get a copy of the rota, but no
one had asked me to read it.”

I have since had the good fortune to attend a course
entitled “First steps in team leadership,” which

unsurprisingly devotes considerable time to
communication skills. I learnt that all communication
can be put into the “transmitter-receiver” model. All
forms of communication should be followed up with
an interaction between the transmitter and
receiver—that is, the person who is the source of
information and the recipient. The responsibility for
making this happen lies with the “transmitter.” This
applies especially to written communication and
ensures, firstly, that the information has been read and,
secondly, that it has be appropriately understood.

Monika Bajaj specialist registrar in paediatrics,
Hinchingbrooke Hospital, Huntingdon

We welcome articles up to 600 words on topics such as
A memorable patient, A paper that changed my practice, My
most unfortunate mistake, or any other piece conveying
instruction, pathos, or humour. Please submit the
article on http://submit.bmj.com Permission is needed
from the patient or a relative if an identifiable patient is
referred to. We also welcome contributions for
“Endpieces,” consisting of quotations of up to 80 words
(but most are considerably shorter) from any source,
ancient or modern, which have appealed to the reader.
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